Patient with a large myxoid cyst on his toe before the treatment and 4 weeks later. The patient had no recurrences after 10 months of follow-up.
1
Treatment of these lesions is not established given that the literature contains many proposals characterized by high rates of recurrence or residual limiting scars. 2 Ten patients with clinical and ultrasonography diagnosis of myxoid cysts were treated by intralesional photodynamic therapy (PDT) from January 2015 to June 2016. Cysts ranged from 6 to 23 mm in longest dimension and were mostly on the fingers. Three patients were previously treated with carbon-dioxide laser with a recurrence of the lesion, the rest had not received any treatment. Informed consent was obtained for each patient.
Firstly, the myxoid cyst content was drained through a 25G needle and, without removing the needle from the lesion, 5% 5-aminolevulinic acid photosensitizer gel was injected into the cyst (equal amount to what was drained). An opaque foam dressing protected it from light during the incubation (120 minutes). Later, the cyst was irradiated with 630-nm laser (Multidiode 630PDT, INTERmedic, Barcelona, Spain) with a power of 1 W and fluence of 240 J/cm 2 . Further, SmartCool equipment (Cynosure, Zimmer, Germany) was used to reduce pain during irradiation. Discomfort of treatment was scored by the patients (on a scale of 0-10). Patients were examined 1 week after treatment and then every 2 months to evaluate long-term response.
All patients achieved immediate clinical resolution after only 1 session. The mean follow-up time was 10.5 months without recurrences (Fig 1) . No complications were registered. Treatment was well tolerated by patients (1.2 points out of 10).
Early necrosis and inflammation was the most common reaction documented after treatment, with complete healing without scarring in less than 3 weeks in all patients. Only 1 session was necessary to complete the treatment in all cases.
The literature describes various therapies for dealing with myxoid cysts, including: incision and drainage of the lesion; repeated infiltration with corticosteroids or sclerosing agents; surgical excision; carbon-dioxide laser; cryosurgery; electrodessication; and infrared coagulation. Surgery is the most frequent treatment with complications such as nail deformity, infection, or limited mobility of the joint. 2 Sclerotherapy treatments have been described with initial success rates of 60% to 80% with short follow-up time. 3 Infrared coagulation of myxoid cysts has yielded a cure rate of 73% of lesions after a session but with a high rate of permanent scarring. 4 Carbon-dioxide laser has been described in some small series with inconclusive results and insufficient followup. Cryosurgery has reported cure rates between 60% and 87% but treatment is accompanied by severe pain and scarring after healing. 5 Repeated incision and drainage has a cure rate of 66%. 6 Although we present a small number of patients, the initial cure rates is 100% maintained over time (18 months). The mechanism by which intralesional PDT may improve myxoid cysts is unclear; it may be linked to swelling of tissues as a result of extravasation of the myxoid content in the area.
Finally we believe that intralesional PDT could be a promising option in the management of myxoid cysts with good clinical and functional results without long-term recurrences.
Elder mistreatment training gaps among dermatology resident physicians and opportunity to improve care of a vulnerable population: A cross-sectional study To the Editor: Currently, there is no formal postgraduate geriatric dermatology curriculum on elder mistreatment even though many manifestations of elder mistreatment are cutaneous.
1,2 The objectives of this study were to assess whether there were significant differences in elder mistreatment training for dermatology and nondermatology adult primary care resident physicians, and whether elder mistreatment training impacts attitudes and practices toward elder mistreatment care.
This study was granted an exemption from review by the human subjects panel. The study questionnaire was adapted from 2 validated survey tools. 3, 4 Dermatology, internal medicine, and family medicine resident physicians in Accreditation Council for Graduate Medical Educationeaccredited training programs at 4 large academic medical centers were invited to complete the online survey. The overall response rate was 46.3% (164/354). The response rate for dermatology resident physicians was 63.5% (40/63). The response rate for internal medicine and family medicine resident physicians was 42.6% (124/291). Gender and postgraduate year status were significantly different between dermatology and nondermatology resident physicians and subsequently adjusted in analyses (both P \.001).
In multivariate analysis 55.0% (22/40) of dermatology resident physicians never received elder mistreatment training, compared with 13.7% 
